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Background: Advances in the treatment of both congenital and acquired heart disease have allowed women who otherwise may not have 
survived to adulthood to now contemplate pregnancy. A subset of these pts have implantable cardioverter-defibrillators (ICD); there are no 
guidelines for the management of these devices during labor and delivery.
case:  26 yo was admitted at 35 wks gestation with concern for placental abruption. She has a history of nonobstructive hypertrophic 
cardiomyopathy with an ICD implanted for primary prevention. Prior ICD interrogations have shown only NSVT treated with metoprolol that 
was continued during the pregnancy.
decision Making:  At the beginning of her third trimester, her ICD was reprogrammed to avoid inappropriate shocks: VT zone 210 bpm 
with ATP followed by 41J shocks, VF > 250 bpm 41J. A planned vaginal delivery was thought to be safe. However, if an urgent C-section 
was required, the obstetricians wanted the option for electrocautery. The pt and fetus were placed on continuous telemetry with an external 
defibrillator at the bedside. Leaving tachytherapies enabled continues to protect the pt if she were to have a ventricular arrhythmia. 
However, there is a concern for inappropriate shocks during labor due to sinus tachycardia or SVT. The risk of an ICD shock to the fetus 
is quite small as fetal hearts have a high fibrillation threshold. Alternatively, if tachytherapies are disabled during labor, inappropriate 
shocks are avoided but if ventricular arrhythmias occur there may be a delay in therapy. This could decrease placental perfusion, cause 
hypotension and caused concern for safety of the fetus. Our decision in this case was to disable tachytherapies once labor was induced. 
The patient underwent a forceps assisted vaginal delivery without complications. Immediately after delivery, ICD therapies were enabled. 
There were no arrhythmias.
conclusion:  The presence of an ICD is not an absolute contraindication to pregnancy; however, this does add another management 
consideration during delivery. Decisions should balance the need to prevent unnecessary shocks due to sinus tachycardia or SVT during 
labor and the need for urgent defibrillation for ventricular arrhythmias.
